The interests of economists, psychologists, social scientists and others on the relations of income, demographics, religion and subjective well-being, have generated a vast global literature. It is apparent that biomedical research has focused on white with men. The Women's Health Initiative and Observational Study (WHI OS) was initiated in 1992. The OS represents the scientific need for social priorities to improve the health and welfare of women; it includes 93.676 relatively healthy postmenopausal women, 49 to 79, from diverse backgrounds. The objective of this study is to examine how lifestyle and other factors influence women's health. Data from the WHI OS questionnaire were analyzed. Statistical methods included descriptive statistics square, correlations, linear regression and analyses of covariance (GLM). New findings and insights relate primarily to general health, religion, club attendance, and likelihood of depression. The most important predictor of excellent or very good health is quality of life and general health is a major predictor of quality of life. A great deal of strength and comfort from religion was reported by 62.98% of the women, with little variation by denomination. More from religion related to poorer health, and less likelihood of depression. Religion and lower income are in accord with of across country studies. Attendance at clubs was associated with religion and with all factors associated with religion, except income. Though general health and likelihood of depression are highly correlated, better health is associated with higher income; however, likelihood of depression is not associated with income-contrary to conventional wisdom about socioeconomic disparities and mental health. Subjective well-being variables, with the exception of quality of life, were not associated with income. Social networks-religion and clubs-among a diverse population, warrant further attention from economists, psychologists, sociologists, and others.
Introduction
Economists, sociologists, psychologists, epidemiologists and other researchers have generated a vast literature on the associations between sociodemographic and psychosocial factors, health, and subjective well-being. Some of the important factors that have been found to be associated with individual well-being include income; job, material, and life satisfaction; happiness; social networks and religion. However, these studies are characterized by great differences in methods, measurements, interpretation of empirical results and meta-analyses, as well as views on how and what to study. As a result, well-being has eluded definition [1], and overall "confusion abounds" in how best to measure life evaluation [2] . More research needs to focus on personal factors and life circumstances [3] . This point is illustrated by observations that the influence of religion on the determinants of economic growth has been neglected [4] , and calls for research on religion as a social determinant of health [5] . (These citations and other relevant citations are in the S1 Appendix).
Furthermore, much of the earlier biomedical research on these questions had focused disproportionately on white men. Efforts to include women were made [6, 7] . In 1991 the WHI was launched by Dr. Bernadine Healy the first woman NIH Director.
In this study, I examined the associations among income, subjective well-being, likelihood of depression, health, happiness, religion/religiosity, club attendance, life evaluation, demographic and behavioral factors among healthy postmenopausal women. To do so, I used data from the 93,676 women, 49 to 79 years of age, who participated in the Women's Health Initiative Observational Study (WHI OS), which uses well validated questions relating to income, subjective well-being, and other factors from widely used instruments, including the Medical Outcomes Study and the Rand 36-Item Health Survey (SF-36).
Materials, Participants and Methods
During the initial phases of the WHI, the Institutional Review Boards at each of the 40 WHI clinical centers reviewed and approved the study. In the recent extension phases, the Fred Hutchinson Cancer Research Center has been the IRB of record for the WHI. Written informed consent is provided by participants (or next of kin) for review of medical records.
Women aged 49-79 who were ineligible or unwilling to participate in the clinical trial component of WHI or were recruited through a direct invitation for screening into the observational study. A total of 93,676 subjects were enrolled in the observational study. White women comprised 83% of the cohort (78,013), while 8% were Black (7, 639) and 4% Hispanic (2, 623) . The remaining 5% of the cohort is comprised of Asian/Pacific Islander, American Indian, and subjects of unknown race/ethnicity. Religious denomination included 15 categories: 1) None (7.2%), 2) Catholic (27.1%), 3) Baptist (9.93%), 4) Episcopalian or Anglican (5.57%), 5) Lutheran (6.96%), 6) Methodist (10.28%), 7) Presbyterian (7.45%), 8) Adventist (0.42%), 9) Mormon/Latter Day Saints (0.78%), 10) Other Christian (10.17%), 11) Jewish (7.59%), 12) Eastern (Buddhist, Hindu) (0.75%), 13) Muslim (0.08%), 14) Other (4.88%), 15) Missing (0.82%).
Materials
The data set analyzed is the WHI Baseline Data Set 10/16/2003, provided to me by the NHLBI (National Heart, Lung and Blood Institute).The Data Base Book consists of 1022 variables including demographics, eligibility for selection, personal information, medical history, reproductive history, family history, personal habits, thoughts and feeling, and other areas. It consists of well validated questions for determining subjective well-being, including those from widely used instruments including the Medical Outcomes Study, and the Rand 36-Item Health Survey (SF-36) [8] as well as constructs analogous to Cantril's ladder [9] . The construction, reliability and validity of these instruments are considered in detail by others [10] ,
Measurements and definitions of variables may vary in the vast literature research conducted by economists, social scientists, psychologists, epidemiologists and others. Therefore, definitions in the WHI OS Data Set questionnaire for the 13 major variables, included in this study, are classified as follows: 1) Demographic, 2) Psychosocial/Behavioral, 3) Computed; and described in detail.
Demographic.
• Income "total family income (before taxes) from all sources within your household in the last year". Income is coded in 10 categories: 1) less than $10,000 (4.18%), 2) $10,000-19,999 (10.79%), 3) $20,000-34,999 (21.60%), 4) $35,000-49,999 (18.61%), 5) $50,000-74,999 (18.67.2%), 6) $75,000-99,999 (8.74%), 7) $100, 000-149,999 (6.44%), 8) $150,000 or more (3.62%); and 9) "Don't know" (2.98%) and 10) Missing (4.37%). The mode is in the $20,000-34,000 category, the median in the $35,000-49,999 category, interpolated median about $43,000 (excluding "Don't know" and Missing). • "Religion gives strength and comfort"-in three categories-None 12.51%, A little 24.01%, A great deal 62.98%, Missing, 0.50%. For analyses this is coded: 0 = Missing, 1 = None, 2 = A little, 3 = A great deal.
• "Attend clubs/lodges/groups."-6 categories-1) not at all in the past month 43.9%; 2) once in the past month; 3) 2 or 3 times in the past month; 4) once a week 8.1%; 5} 2 or 6 times a week 5.6%; 6) every day 0.1%; missing 1.4%; For analyses the scale is coded: 0 = Missing, 1 = None 43.89%, 2 = Monthly 40.91%, 3 = Weekly or more13.84%.
• 'Happy': Questions are about how you feel and how things have been during the past 4 weeks.
Give the one answer that comes closest to the way you have been feeling. Have you been happy?-on 6 point scale: All (10.13%), Most = (55.66), Good Bit = (15.69), Some = (11.93%), Little = (3.84%), None = 1 (1.06%.), Missing = 0 (0.07%)
• Satisfied with quality of life, analogous to Cantril's ladder, 0-Dissatisfied to 10-Satisfied-Missing (0.76%), Dissatisfied (0.54%), 1 (0.39%), 2 (0.76%), 3 (1.49%), 4 (1.82%), Halfway (7.96%), 6 (4.14%), 7 (9.52%), 8 (22.44%), 9 (22.59%), Satisfied (27.59%). The scale is recoded-Missing = 0 (0.76%), Dissatisfied to 8 = 1 (49.06%), 9 to Satisfied = 2 (50.18%).
• Rate quality of life, also analogous to Cantril's ladder, 0-Worst to 10-Best-Missing (0.77%), Worst (0.05%), 1 (0.06%), 2 (0.17%), 3 (0.44%), 4 (0.73%), Halfway (6.65%) 6 (3.35%), 7 (9.52%), 8 (29.82%), 9 (26.07%), Best (21.48%). The full scale is recoded-0 = missing (0.77%), Worst to 8 = 1 (51.68%), 9 to Best = 2 (47.55%).
Computed.
• "Likelihood of Depression" is a Shortened CES-D/DIS screening instrument; computed from Form 36/37, questions 100.1-100.6, 101, and 102. Source: Center for Epidemiological Studies; depression scale (CES-D, short form). PSHTDEP ranges from 0 to 1 with a higher score indicating a greater likelihood of depression. The distribution is highly skewed variable was dichotomized at greater than the median (0.00174). For analyses, the scale is coded: 0 = Missing (2.73%); 1 = Depressed (43.41%), range 0.00174 to 0.95938; 2 = Not Depressed, (53.87%), range 0.00028 to 0.00173.
• 'Emotional well-being", ranges from 0 to 100 with a higher score indicating a more favorable health state. • "Social support' is the sum of nine components. Scores range from 9 to 45, higher scores more support. The 9 components, each ranging from 1) None, 2) A little, 3) Some, 4) most, 5) All-of the time, are: Someone-a) ' to listen when need to talk', b) ' to give good advice'; c) 'who can take you to the doctor', d) 'to have a good time with', e) 'to help understand a problem when you need it', f) 'to help with daily chores if you are sick', g) 'to share your private worries', h) 'to do something fun with', i) 'to love you and make you feel wanted'. For analyses the scale for Social Support is coded: 0 = Missing (2.77%), 1 = Some (50.21%) range 9-37, 2 = Most (47.01%) range 38-45.
• Abbreviations for the 13 variables described above are used in text and tables. 
Results
Descriptive data for the 13 variables of primary interest in this study are mean values (Table 1) and frequency distributions ( Table 2) . Differences between Non-White and White women were negligible; White Women were older-63.9 compared to 62.2; had higher incomes, on a scale of 1 to 8, means are 4.16 vs. 4.12; and better ratings of general health, on a scale to 1 to 5, means are 2.34 vs. 2.37. Notably, general health and the subjective well-being ratings were high-the modes (most frequent responses) were: general health, 2 (very good); happiness, 5; emotional well-being, 88; satisfaction with life, 10; quality of life, 8; social support, 45; and rating); and modes of Non-white and White women differed slightly. Income-denoted in 8 categories-1. < $10,000 to 8. -<$150,000 or more-is normally distributed.
Results of frequency distributions for categorical variables: income, education, 'strength and comfort from religion', having/had a professional managerial job, 'attend clubs/lodges/groups', living alone (no/yes) and the following subjective well-being variables that have been categorized: general health, happiness, satisfaction with life, rating of quality of life, social support, emotional well-being, and likelihood of depression. Income conforms closely to a normal distribution-40% reported incomes between $35,000 and less than $75,000. Fewer the 25% were in the range of no education to a high school had diploma or GED, 30% had post-graduate to doctoral degrees. Variables with asterisks ( Ã ) were dichotomized at or close to the median.
(Missing values, in the 10 of the 13 are about 1%; exceptions are professional/managerial job, 4.7%, and two computed variables-likelihood of depression, 2.7%, and social support, 2.8%.)
Results of multivariate linear regression forward selection analyses for 13 variables (income, education, religion, clubs job, live alone, health, depression, happy, well-being, satisfied with life, quality of life, and social support); each as a dependent and an independent variable, displayed by clusters (Table 3) ; and results of correlations (Table 4 ). Supporting data are in S1 Table Linear Regression results that include parameter estimates and R-Sqs. and S2 Table  MANOVA results.
Cluster 1: Income, Education, Managerial/Professional Job Income. For income as the dependent variable, significantly associated variables are: 6 independent variables: more education, managerial job, not living alone, better general health, less from religion, and better quality of life-the only significant subjective well-being variable-for all 6 P <0.0001. Not significantly associated with income are 4 subject well-being variables: happiness; satisfaction with life, emotional well-being and social support; and attendance at clubs and likelihood of depression. For income as the independent variable, 7 dependent variables are statistically significant: education, job, religion, general health, not living alone, quality of life, 6 with P <0.0001, the 7th social support,-P = 0.0216, Partial R-Sq. = 0.0000. Not significant associations are: club attendance and likelihood of depression. Note: Significant associations are bidirectional except for social support that was not associated income as the dependent variable, P = 0.1130. But income as the independent variable and social support as the dependent variable are marginally associated, P = 0.0216 (Table 3) .
Education. For education as the dependent variable, 3 variables are significantly associated-higher income, have managerial/professional job, and not living alone (Table 3 ). For education as the independent variable, higher income, job and not living alone are statistically significant. In addition, emotional well-being is marginally significant-Partial R-Sq. = 0.000, P = 0.0397 ( Table 3) .
Managerial/Professional Yes/No. For job as the dependent variable, significantly associated variables are: income, P<0.0001, education, P<0.0001, not living alone, P = 0.0096, more club attendance, P = 0.0162, less religion, P = 0.0140, better general health, P = 0.0420. The 5 subjective well-being variables and likelihood of depression are not ( Table 3 ). For job as the independent variable, significantly associated variables are: higher income, P<0.0001, more education, P<0.0001, not living alone, P = 0.0169, more club attendance, P = 0.0003 and less religion, P = 0.0013; 7 variables not significant are: general health, likelihood of depression, and the 5 subjective well-being variables are (Table 3) .
New findings: The correlations of income with education, job, religion, general health, living alone or not, satisfaction with life, quality of life and social support are significant (P<0.0001). For the remaining 4 variables correlations were smaller: with club attendance P = 0.3098, with likelihood of depression P = 0.0336, with happiness P = 0.0005, and with emotional well-being P = 0.0006 (Table 3 ). Multivariate linear regression results mitigate considerably the univariate associations. Income, education and job are not significantly associated with subjective wellbeing variables with one exception. Income and quality of life are associated bidirectionally ( Table 3 ).
Cluster 2: Two Social Networks-Strength and Comfort from Religion and Attendance at Clubs/Lodges, etc.
Social Networks here defined as religion/religiosity and club attendance, two strongly related variables, r = 0.10154, P<0.0001 (Table 3 ). Both are associated with subjective well-being, and virtually all demographic and behavioral variables. Table 3 . For religion as the dependent variable significant associations are with 11 of 12 independent variables are significant with P<0.0001; smaller P values are for: likelihood depression, P = 0.0002, job, P = 0.0013, and live alone, P = 0.0015. Education is the only variable not significantly associated with religion. Table 3 . For religion as the independent variable, significant associations are with 11 of 12 dependent variables. P-values are <0.0001 for income, clubs, general health and the 5 subjective well-being variables. P = 0.0011 for live alone/or not and P = 0.0140 for job (Table 3) .
For clubs as the dependent variable significant associations are with 10 of 12 independent variables, with exceptions income and education, and P values <0.0001 for 6 variables. Lower P-values are with job, P = 0.0003, satisfaction with life, P = 0.0004, emotional well-being, P = 0.0056, and social support, P = 0.0107 significant associations are with 10 of 12 independent variables, with exceptions income and education (Table 3 ). For clubs as the independent variable significant associations are with 10 of 12 independent variables, with exceptions income and education. P-values are modified slightly compared to P-values for religion as a dependent variable: job, P = 0.0162, emotional well-being P = 0.0076, satisfaction with life, P = 0.0017, and social support, P = 0.0102 (Table 3) .
One important difference between clubs and religion is the finding that income and religion are associated-more religion and lower income (with each as the dependent and independent variable); correlation r = -0.0219, P<0.0001 (Table 4 ). In contrast, club attendance was not associated with income (with each as the dependent and independent variable) and correlations: r = 0.0055, P = 0.1062. A second difference relates to general health; for religion, poorer health more religion; for clubs poorer health less club attendance (Table 3) .
Cluster 3: Two Health Conditions-General health-Good/Fair/Poor Compared with Excellent/Very Good and Likelihood of Depression-Depressed Compared with Not Depressed
For general health and likelihood of depression r = 0.20633 (Table 4 ). However, as dependent and independent variables, the results of Multivariate linear regression show significant differences General health as the dependent variable is associated with all independent variables, except education and job. Likelihood of depression is as the dependent variable is associated with all independent variables except income, education, job, and live alone ( Table 3) . General health as the independent variable is associated with all dependent variables except education and job. However, likelihood of depression as the independent variable is not associated with income, education, job, and live alone-similar to results as the dependent variable; it is associated with all other variables (Table 3) .
A notable result: quality of life is more highly correlated with general health than any other variable-r = 0.3772, P<0.0001 (Table 4 ). Also, with general health as the dependent variable, quality of life is primary independent variable; income is last out of 10. The differences for likelihood of depression are: quality of life ranks last of 8; emotional well-being is primary; followed by satisfaction with life and happiness then general health ranking 4 th out of 8 (Table 3 ). General health as the independent variable is a significant predictor for 11 dependent variables, 10 with P<0.0001; for job P = 0.0420, but not for education. Likelihood of depression as the independent variable is significant predictor for religion, P<0.0001, clubs, P<0.0001, 4 variables-happiness, emotional well-being, satisfaction with life and social support, P<0.0001-and quality of life, P = 0.0019; it is not significant predictor of income, education, job, and live alone or not (Table 3 ).
(Note: general health is on a five point scale of poor to excellent. "Likelihood of Depression" is from CES-D short form; it ranges from 0-100. It is dichotomized close to the mediandepressed/not depressed.)
Cluster 4: Subjective Well-Being-1) Happiness, 2) Emotional Well-Being, 3) Satisfaction with Life, 4) Quality of Life and 5) Social Support Not surprisingly, these 5 variables are highly correlated (Table 4 ) However, there are notable differences-satisfaction with life and quality of life are 2 highly correlated variablesr = 0.76975, P <0.0001 (Table 4 ). However, results of Multivariate linear regression-forward selection-show differences in associations with other variables ( Table 3 ).
The 5 dependent variables are significantly associated with religion, clubs, general health, and likelihood of depression. Not significant associations are:1) happiness with income, education, job and live alone; 2) emotional well-being with job and income; 3) satisfaction with life and income, education and job; 4) quality of life with education and job; 5) social support with education and job. Table 3 . Among the 5 as independent variables, 3 are noteworthy-1) quality of life and income are significantly associated; it ranks 6 th among 6, Partial R-Sq. = 0.0002, P<0.0001; 2) social support and income are significantly associated. Also noteworthy, 3) happiness is not associated with live alone/or not. With few exceptions subjective well-being is not associated with economic factors-income, education and job, but it is important for health, religion and clubs (Table 3 ).
Cluster 5: Live Alone or Not Alone
For live alone or not as the dependent variable significant associations are: 10 out 12 variables income to social support-primary variable Partial R-Sq. = 0.0349, 75% of Model R-Sq. = 0.0462, P<0.0001; among them P-values are <0.0001, except religion, P = 0.0011 and club, P = 0.0169. Not significant variables are happiness and depression. For live alone or not as the dependent variable significant associations are: bidirectional-all except happiness and likelihood of depression. On the whole, women who do not live alone have more favorable circumstances than those who live alone-happiness, emotional being, satisfaction with life, quality of life and social support, less likelihood of depression, and a higher income.
Summary for the five clusters: each of the 13 variables was analyzed as the dependent (outcome) and as the independent (predictor) variable. Results of Multivariate linear regression show that significant associations, with few exceptions, are bidirectional ( Table 3) .
CAVEAT: Based on Multivariate linear regression analyses from data of large sample size (n = 93676), interpretations of results may need more attention than from P-values alone. Scrutiny of standard errors, parameter estimates and Partial and Total R-Sqs. may be indicated (Table 3 ).
Discussion
health is associated with more from religion, less club attendance; and likelihood of depression (depressed)-less from religion and less club attendance. These findings indicate the importance of religious and club attendance among those who reported 'better lives', and their roles in health and well-being. To my knowledge, the effects of club attendance (social networks) on income and subjective well-being have received little in the economic literature.
It may be a cliché to view health is a major concern among virtually of everyone, including relatively healthy women ages 49 to79-57.92% rated their general health-excellent/ very good, 41.38% good/fair/poor, and 0.70% missing. As noted above, poorer health and more from religion were associated. Poorer health and living alone were also associated.
Emerson wrote: "The first wealth is health". New observations from this study agree. Quality of life is more highly correlated with general health than any other variable (including other well-being measures). Multivariate linear regression analyses show that foremost predictors are: quality of life of general health, and general health (second to satisfaction with life, a construct similar to quality of life, both of which are based on Cantril's ladder, and are highly correlated). Income was a minor predictor of general health and of quality of life. Contrary to a common opinion of disparities by socioeconomic status, including depression, in this study likelihood of depression and income were not significantly associated in Multivariate analyses, results in accord with recent studies. [15, 16] In conclusion, this study contributes new knowledge relating to income and subjective well-being. Among relatively healthy U.S. women, 17% Non-White and 83% White, ages 49-79, income is not a major factor for emotional well-being happiness, and satisfaction with life; and only marginally, quality of life or social support. Predictors of income in addition to, not surprisingly, education, professional/managerial job, and not living alone are health, religion and quality of life. The finding of the important role that religion and club attendance play in the lives of women suggests the need validation in other populations. The question why is quality of life more highly correlated with general health than other correlations (r = 0.30772), and the primary predictor in multivariate regression analysis. The close relation between satisfaction with life and quality of life (both related to Cantril's ladder) and the different affects observed here. In this study, definitions and measures used are discussed in detail, in accord with 'confusion abounds' in definitions and measurements [2] and 'Objectivizing the Subjective: Measuring Subjective Wellbeing' [1]. Hence, it is noteworthy that clarification would contribute to interpretation and implications of research results.
A possible limitation of this study is that the data are from a cross-sectional observational study, which may not be sufficient for analyzing changes over time or causal inference. The strengths of this study are the large sample size and reliability and validity of the questionnaire.
Whether these findings are generalizable globally to diverse populations and a range of demographics-including age, gender, culture, socioeconomics, psychosocial, among othersraise important questions in search of answers. Research by economists, sociologists, psychologists, epidemiologists and others is suggested.
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